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One of the most puzzling of those, and one which has given rise to most controversy, is a reduplication of the second sound audible at the apex, while a single second sound may be audible at the base at the aortic and pulmonary areas. That this condition is fairly common In the so-called reduplication under discussion, the first element is of considerably greater intensity?considerably more accentuated?than in health, and it seems impossible to account for it by the mere falling together of the valve flaps on the equalising of the pressure on the two sides of the valve.
The following case seems to throw some light on the condition :? J. K., aged 27, was admitted to the wards of the Royal Infirmary suffering from shortness of breath, which had lasted about a year.
There was no history of rheumatism. His illness had begun about a year before admission with a severe cold.
He had cough and expectoration, and was confined to bed for five weeks. He returned to his work, though not feeling well.
The difficulty in breathing increased, and necessitated him seeking advice at the Infirmary.
A pale, slightly-built man, he exhibited no dyspnoea while at rest, but dyspnoea became marked on the slightest exertion.
There was no cyanosis. The precordia was normal in shape.
The apex beat was visible in the sixth interspace in the mammary line.
The cardiac pulsation was diffused, extending to the left border of the sternum.
No thrill was present. The absolute cardiac dulness was normal.
The relative cardiac dulness on the left side extended one inch to the left of the mammary line, on the right side the dulness extended two inches to the right of the midsternal line. On auscultation in the mitral area a loud presystolic murmur was audible, ending in a loud, sharp, pure first sound. The murmur was followed by an apparently distinct and loud reduplication of the second sound, the two elements of the reduplication being separated by a very appreciable interval. The murmur and the cardiac sounds might be imitated by the sound
No reduplication of the second sound was audible at the base, only a single accentuated second sound at the pulmonary area, and an apparently normal second sound at the aortic area.
On the following day the auscultating signs had altered. The presystolic murmur and first sound were audible as before.
Following the first sound came an accentuated second sound and then a short murmur.
The second element of what had appeared a reduplication of the second sound had become lengthened out and transformed into a murmur, diastolic in time, and produced at the mitral orifice. From the distinct and well-recognised rrup-ti-ti, the sound had changed into rrup-ti-ee, the final ee having a slightly blowing character. The second sound at the pulmonary area was markedly accentuated but single, the aortic second seemed about normal in quantity.
The explanation of the alteration in the auscultatory phenomena seems to be as follows :?There was marked mitral stenosis present. When first examined, the ventricular wall was exhausted, and the negative pressure within the ventricle was slight. There was then audible at the apex a loud second sound followed by a sound which closely resembled a second sound, but was really produced by the blood passing through the stenosed mitral orifice during the early part of ventricular diastole.
On the following day the exhausted heart had considerably recovered by the rest of twenty-four hours in the recumbent posture, the ventricles were stronger, and the negative pressure within the left ventricle during diastole was greater.
In this way, the blood, being sucked through the stenosed mitral valve under greater pressure during the ventricular diastole, instead of producing an indefinite sound, produced a distinct murmur.
That the second element in an apparent reduplication may be transformed into a diastolic murmur is no new observation, for Guttman draws attention to the fact in his " Hand-book of Physical Diagnosis." The condition, however, is rare, and seems to throw some light on the apparent reduplication in some cases.
In conclusion, I would urge that when a reduplication is heard at the apex and not at the base it is an apparent, not an actual, reduplication of the second sound, and that the second element is produced at the mitral orifice, and may be actually a diastolic murmur.
